SOUTH CAROLINA DEPARTMENT OF DISABILITIES & SPECIAL NT
LEAVE POOL RECIPIENT REQUEST FORM

REG!

Last Name First MI Social Security Numbe.

Classification Location

ticipated Duration  ‘ardship)

From To
_ Reques. “la-  ours
y . ~quested A, ‘ eave Hours
JUSTIFICATION:
(A. ‘ditional Pages if Necessary)

Employee § ature

Approved:

State Director's Signal

HRM * cy
Hourly Ra

SCDDSN 9/95



